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Case Report
Fatal Tuberculous Myositis in an Immunocompromised
Adult With Primary Sjögren’s Syndrome
Chi-Chang Huang,1 Ming-Fei Liu,2 Nan-Yao Lee,1,3 Chia-Ming Chang,1,3 Hsin-Chun Lee,1,3,4
Chi-Jung Wu,1,3 Wen-Chien Ko1,3,4*
Tuberculous myositis, which mimics rheumatic symptoms, is an extremely rare disease. Clinical ambigu-
ity easily leads to misdiagnosis and delayed initial treatment. We present the case of a 55-year-old man
who had primary Sjögren’s syndrome and active cutaneous vasculitis treated with steroid and immunosup-
pressive drugs. He presented with a swollen, painful, hot left thigh. Although anti-tuberculosis medications
were administered soon after a positive acid-fast stain of incisional muscular tissue, he died of rapidly progres-
sive tuberculous myositis and multiorgan failure following 18 days of hospitalization. This case is presented
to increase the awareness of this rare entity in clinical practice.
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Myositis is a rare consequence of Mycobacterium
tuberculosis infections. In a retrospective study of
60,606 confirmed cases of tuberculosis (TB), only
676 (1.1%) cases of musculoskeletal TB were 
reported.1 Another study found only 1.8% of
cases had tuberculous myositis when investigated
using mycobacterial culture.2 Musculoskeletal TB
is difficult to diagnose due to nonspecific and
protean manifestations, and may mimic malig-
nancy and inflammatory diseases. To the best of
our knowledge, this is a rare case of tuberculous
myositis in the setting of primary Sjögren’s syn-
drome with cutaneous vasculitis. We would like
to increase clinical awareness for the diagnosis of
tuberculous myositis in a patient with swollen
extremities who is not responsive to empirical
antimicrobial therapy for presumed bacterial
soft tissue infections.
Case Report
A 55-year-old male gardener presented to our hos-
pital in September 2008 with progressive swelling,
tenderness and localized heat in the left thigh.
Similar symptoms were also seen in the right
forearm, only to a lesser degree. Three months
before admission, he complained of painful ery-
thematous bilateral pernio-like lesions over the
hands, dry eyes and dry mouth. After thorough
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investigations including detailed history taking,
physical examination, Schirmer test, salivary
scintigraphy, anti-Ro antibody and skin biopsy,
primary Sjögren’s syndrome with cutaneous vas-
culitis was diagnosed according to the American-
European criteria.3 The patient then received oral
prednisolone (20 mg/day), hydroxychloroquine
(200 mg/day) and methotrexate (7.5 mg/week).
In the beginning of September 2008, the patient
presented to the clinic complaining of progres-
sive painful swelling of the right forearm and left
thigh that had lasted for a week. Loss of appetite
and intermittent fever with occasional sweating
were noted during the same period.
Initial physical examination showed obvious
swelling, tenderness of the left thigh without ery-
thema (Figure 1A), mild swollen right forearm
with tenderness, and painful bilateral pernio-like
lesions over the hands. A discharging, small ul-
cerative wound over the left elbow was also found.
Complete blood cell counts revealed a leukocyte
count of 10.5 × 109/L with a bandemia (band-
form 24%) and low lymphocyte percentage (1%).
Serum C-reactive protein was highly elevated
(228 mg/L) and further tests revealed creatinine
0.8 mg/dL, potassium 4.5 mmol/L, blood glu-
cose 103 mg/dL, creatine kinase 305 U/L, alanine
transaminase 46 U/L, and lactate dehydrogenase
458 U/L. Urinalysis revealed a pH 7.5 and chest
radiography revealed no specific abnormality.
Screening muscle sonography showed swelling
and edema of subcutaneous soft tissue over the
left posterior thigh. He was initially treated for
pyomyositis with ceftriaxone. A daily dose of
40 mg methylprednisolone and a weekly dose of
10 mg methotrexate were simultaneously pre-
scribed for primary Sjögren’s syndrome with ac-
tive cutaneous vasculitis involving both hands.
During admission, ceftriaxone was changed to
vancomycin due to the presence of methicillin-
resistant Staphylococcus aureus in a ulcerative wound
on his left elbow. Color duplex of lower extremities
showed no deep vein thrombosis. Magnetic reso-
nance imaging (MRI) revealed bilateral cutaneous
changes in the thighs, muscular edematous changes
along the deep fascia of both thighs, especially
on the left (Figure 2). The involved muscles were
well enhanced after intravenous contrast admin-
istration and gallium-67 scanning also demon-
strated inflammatory processes occurring at these
locations. These findings favored diffuse myosi-
tis and fasciitis without focal abscess formation.
However, sonography-guided biopsy only demon-
strated degeneration of biopsied muscle without
obvious inflammation. Microbiological studies of
the tissue failed to identify any microbial agent,
and six bacterial, fungal, and mycobacterial blood
cultures were all sterile.
Despite empirical, strong antibiotic therapy,
the patient continued to complain of paraparesis,
painful swelling of the left thigh and progressive
dyspnea. Test results were negative for human
immunodeficiency virus antibody. Serum crea-
tine kinase was elevated to 12,628 U/L, blood
pH was 7.458, serum creatinine 3.6 mg/dL and
potassium 3.8 mmol/dL. Rhabdomyolysis with
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Figure 1. (A) Swelling left thigh without erythema. (B) Acid-fast stain showed numerous acid-fast bacilli in the necrotic
areas (original magnification, 400×).
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acute renal failure occurred, followed by pancy-
topenia and episodes of shock requiring inten-
sive care. Open muscle biopsy of the left thigh
was performed at the intensive care unit, which
showed marked liquefactive necrosis of the fas-
cia, perimysium and muscle without epithelioid
histiocytes, Langerhans giant cells, and granulo-
matous lesion. Surprisingly, acid-fast stain of
muscle tissue revealed numerous acid-fast bacilli
in the necrotic areas (Figure 1B). Although anti-
TB medications were added to his list of medica-
tions, the patient died of profound shock and
multiorgan failure on his 18th day of hospitaliza-
tion. Biopsied muscle tissue grew M. tuberculosis
1 month later.
Discussion
Tuberculous myositis is a rare disease and ac-
counts for less than 2% of tuberculosis described
in the past literature.1,2 A higher frequency of extra-
pulmonary TB has been reported in cases of rheu-
matoid arthritis treated with immunosuppressive
drugs.4 The mortality rate of tuberculous myositis
was as high as 10%.2 Some unusual pathogens, such
as Salmonella, Bartonella, fungus, non-tuberculous
Mycobacterium species, and Toxoplasma gondii, should
also be considered as differential diagnoses in
this group.5
The classic clinical symptoms of tuberculous
myositis are a swelling mass, muscle weakness,
painless lesions, weight loss, and constitutional
symptoms with subacute or chronic characteris-
tics,2,6,7 which may be mimicked by idiopathic
inflammatory myositis associated with Sjögren’s
syndrome.8 Initially, it was difficult for us to dif-
ferentiate infectious myositis from autoimmune
myositis. Considering the unilateral involvement,
prominent focal swelling, intermittent high fever,
and deterioration under steroid therapy in our case,
an infectious process seemed more favorable. 
M. tuberculosis infection usually mimics many
rheumatologic manifestations, such as spondylitis,
myositis, tenosynovitis, reactive arthritis, erythema
nodosum, and so on.9 These alternative diagnoses
may explain why extrapulmonary tuberculosis was
not diagnosed and treated initially.
Rhabdomyolysis has rarely been reported in as-
sociation with M. tuberculosis infection.10 Although
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Figure 2. Magnetic resonance imaging of left thigh. (A) A coronal T2 weight image showed increasing signal intensity
over muscles and subcutaneous areas. (B) The axial T1 weight image showed muscular enlargement with isointense sig-
nal, and (C) T2 weight image diffused hyperintense signal at the subcutaneous regions, deep fasciae, and muscles of left
thigh. (D) The axial contrast-enhance T1 weight image showed enhancement in involved muscles and subcutaneous le-
sions after intravenous contrast administration.
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common causes of rhabdomyolysis, such as
trauma, excessive muscular activity, drugs, toxins,
muscular ischemia, electrolyte and endocrine ab-
normalities were not found in our case, a large
bacterial load of M. tuberculosis, immunocompro-
mised status, and acute renal failure may have in-
duced this process. Although Sjögren’s syndrome
has been reported to cause distal tubular acidosis
and rhabdomyolysis,11 supporting evidence, such
as hypokalemic paralysis or acidemia, were not
found in our case.
Classic MRI findings of tuberculous pyomyosi-
tis include muscular lesions seen with low or in-
termediate signal intensity on T1-weighted images
and high signal intensity on T2-weighted images.
These observations were also present in our case.
Excluding autoimmune myositis based on imag-
ing finding alone is not possible given the similar
MRI characteristics of the two diseases.12 MRI is
considered helpful in differentiating myositis from
solid tumors as well as determining the location
and extension of the myositis.12,13 Usually, solid
tumors present as focal mass lesions and rarely
show diffuse muscular involvement.
A definite diagnosis of tuberculous myositis re-
quires histopathological examinations and micro-
biologic evidence. Fine-needle aspiration biopsy
is a safe procedure, compared with open biopsy.
However, due to limited tissue sampling, the le-
sions may sometimes be missed.14 Tuberculous
myositis takes various histological forms, including
tuberculous nodules with epithelioid granuloma
or caseous necrosis, inflammatory tuberculous
myositis with extensive interstitial granulation tis-
sue and sclerosing myositis.6 In our patient, there
was prominent liquefactive necrosis with intersti-
tial granulation tissue and fibrin deposition, but
epithelioid granuloma and Langerhans giant cells
were not found. An interesting finding was the
presence of numerous acid-fast positive bacilli,
and may be a clue for impaired cell immunity.
Surgical intervention and anti-tuberculosis therapy
usually ensures a favorable prognosis in most
cases of tuberculous myositis. There is no con-
sensus for optimal treatment and duration for
tuberculous myositis. In most surviving cases,
combination therapy for 6 to 12 months seemed
to be acceptable.2,6,7,15
In conclusion, this case highlights the impor-
tance of a high index of suspicion for mycobacterial
infections among immunocompromised individ-
uals with unexplained myositis. M. tuberculosis in-
fection, a common infectious disease in Taiwan,
can present with an uncommon manifestation.
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